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INSURANCE AUTHORIZATION  

I, _____________________________ , hereby instruct and direct ________________________  

Insurance Company to pay by check made out and mailed to: Vanderloo Chiropractic West, 2230 West Burnside Street, 

Suite D, Portland, OR 97210. Or, if my current policy prohibits direct payment to the doctor, I hereby instruct and direct 

you to make out the check to me and mail it as follows:  Vanderloo Chiropractic West, 2230 West Burnside Street, Suite 

D, Portland, OR 97210, for the professional or medical expense benefit allowable and otherwise payable to me under my 

current insurance policy as payment toward the total charges for the professional services rendered. THIS IS A DIRECT 

ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This payment will not exceed my indebtedness to the 

above mentioned assignee, and I have agreed to pay, in a current manner, any balance of said professional service 

charges over and above this insurance payment. A photocopy of this assignment shall be considered as effective and 

valid as the original. I also authorize the release of any information pertinent to my case to any insurance company, 

adjuster, or attorney involved in this case. I authorize the doctor to initiate a complaint to the insurance company for 

any reason on my behalf.  

 

Date____________________  Signature _________________________________________________ 

 

 

 

INFORMED CONSENT AND PERMISSION 

When you give your permission to have chiropractic spinal adjustments and physical medicine modalities performed, 
you or your guardian should understand the most common risks and hazards of these procedures. These are all rather 
infrequent, but any may occur.  
1. Post treatment discomfort, soreness or stiffness, which may persist 12 to 24 hours after treatment. 
2. Transient lightheadedness or dizziness following adjustment of the neck. Please alert Dr. Vanderloo should this 
reaction occur.  
3. Aggravation of acute intervertebral disc bulge or herniation. Please be advised that Dr. Vanderloo will make every 
reasonable effort to determine the possibility of an underlying disc problem and modify your treatment 
recommendations accordingly.  
4. Spontaneous vertebral body or rib fracture in an osteoporotic patient.  Please be advised that Dr. Vanderloo will make 
every reasonable effort to diagnose this pre-existing condition and modify your treatment recommendations 
accordingly.  
5. Acute onset of muscle spasms alongside the spine in the area being treated or in an adjacent area. These muscle 
spasms are commonly present, event before treatment, in the acute patient. Every effort will be made to reduce them 
prior to spinal adjustments.  
I understand that no guarantee has been made and that the procedures may not cure my condition.  

Date____________________  Signature ___________________________________________________ 

 


